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April 30, 2022 

Micky Tripathi, PhD, MPP 

National Coordinator for Health Information Technology 

Office of the National Coordinator for Health IT (ONC) 

U.S. Department of Health and Human Services 

330 C St SW, Floor 7 

Washington, DC 20201 

Dear National Coordinator Tripathi: 

Thank you for the opportunity to participate in advancing the US Core Data for Interoperability 

(USCDI). We recognize the value of USCDI and USCDI+ in advancing clinical data 

interoperability, standards, and definitions in addressing our challenges with data capture, 

extraction, analytics, reuse, and workflow. We encourage ONC to push HIT developers and 

vendors to implement USCDI and its extensions to improve data standardization that supports data 

extraction, public health reporting and research that informs legislation and regulation. 

 

This document describes in its sections and appendices NACHCôs feedback and support for the 

following data elements for which we are requesting additional support for interoperability 

definitions in USCDI version 3: 

 

1. Patient Demographics - Sexual Orientation & Gender Identity (SOGI) 

2. Patient Demographics - Date of Death 

3. Patient Demographics - Tribal Affili ation 

4. Patient Demographics ï Occupation 

5. Patient Demographics ï Occupation Industry 

6. Health Insurance Information 

7. Health Status ï Functional Status 

8. Health Status ï Disability Status 

9. Health Status ï Mental Function 

10. Health Status ï Pregnancy Status | Womenôs Health 

11. Vital Signs - Average Blood Pressure 

12. Laboratory ï Specimen Type 
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13. Laboratory ï Result Status 

14. Social Determinants of Health (SDoH) Data Class and Domains  

15. Social Determinants of Health (SDoH) Assessments 

16. Social Determinants of Health (SDoH) Goals 

17. Social Determinants of Health (SDoH) Problems / Health Concerns 

18. Social Determinants of Health (SDoH) Interventions 

 

The National Association of Community Health Centers (NACHC) has for more than five 

decades been a leader in providing high-quality, culturally competent health and wellness care for 

the nationôs most vulnerable people with the least access to care serving 29 million patients 

annually through 12,000 sites. NACHCôs member health centers (Federally Qualified Health 

Centers (FQHCs) and look-alikes) and partner organizations Primary Care Association (PCA) and 

Health Center-Controlled Networks (HCCN) are the largest national primary care network 

providing high quality culturally responsible care to the nations underserved.  

 

Health centers have led the nation in the adoption of electronic health records with support from 

their partners at NACHC, PCAs, and HCCNs. To meet the needs of community health center 

patients, we must have electronic clinical resources with low- to no-implementation cost and effort 

to scale and spread regarding both content and adoption to provide patient/provider centric 

evidence-based care. The patients of community health centers are often our nationôs most 

vulnerable, with no or limited access to outpatient care and significant social, geographic and 

health challenges.  

 

Structured data elements and capture for specific data elements in USCDIv3 such as SDoH and 

SOGI can inform care delivery, thereby addressing health disparities and empowering providers 

in achieving health equity. Health IT has, in the past, exacerbated health inequities; however, we 

believe it could instead bridge health disparities by proactively enabling the health care community 

to coordinate care and integrate value-based, patient-centered care into the EHR workflow more 

effectively. 
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Patient Demographics - Sexual Orientation & Gender Identity  

 

Collecting SO/GI data is essential to providing high-quality, patient-centered care for transgender 

people. ONC has provided good leadership on the standardization of this content in USCDIv2. 

FQHCs are required to collect these data for all their patients and report them to HRSA so these 

data are well established and are imperative to the patient-centered provision of care. 

 

SO/GI data can be collected in several ways:  

  
1. Information can be obtained through patient portals and transmitted to an individualôs 

EHR. This approach is attractive because it puts the patient in charge of defining their own 

identity and needs. 

2. Questions can be included on registration forms for all patients as part of the demographic 

section along with information about race, ethnicity, and date of birth.  

3. Providers and their care team can ask questions during the patient visit, for instance, as part 

of a social or sexual-history discussion.  

  

To address the lack of SO/GI data in health systems, the Department of Health and Human 

Servicesô (HHSôs) Healthy People 2020 included an objective to ñincrease the number of states, 

territories, and the District of Columbia that include questions that identify sexual orientation and 

gender identity on state level surveys or data systemsò to improve ñthe health, safety, and well-

being of lesbian, gay, bisexual, and transgender (LGBT) individuals.ò Increasing the number of 

population-based data systems that collect standardized data on (or for) lesbian, gay and bisexual 

populations and on (or for) transgender populations and expanding the availability of sexual 

orientation/gender identity (SO/GI) statistics have also been priorities for other federal agencies. 

 
Sexual Orientation 

 

NACHC believes sexual orientation is a core component of many patientsô identities. However, it 

is also associated with serious health inequity and health disparities. Furthermore, it is clinically 

relevant to a number of domains of sexual health, trauma and interpersonal violence, substance 

abuse and mental health risk factors. Michigan students identifying as lesbian, gay, or bisexual 

reported higher rates than their peers for measures of bullying, missing school due to fear for their 

safety, and were more than three times as likely to report seriously considering suicide in the past 

year. 

  

We strongly support the requirement for sexual orientation data to be captured in a standardized 

way in EHRs to support patientsô identities, reduce health disparities and facilitate effective 

clinical risk that may be modified by sexual orientation.  

 

Gender Identity 

 

NACHC believes gender identity is a foundational component of patient identity. However, it is 

also associated with serious health inequity and health disparities. Furthermore, it is clinically 

relevant to several domains of sexual health, cancer risk, trauma and interpersonal violence, 

substance abuse and mental health risk factors.  

  

We strongly support the requirement for gender identity data to be captured in a standardized way 

in EHRs to support patientsô identities, reduce health disparities and facilitate effective clinical 

risk that may be modified by sexual orientation. However, NACHC proposes the following 

modification to the gender identity value set based on work from the Gender Identity Working 

Group at HL7: 
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Patient Demographics - Date of Death 

 

NACHC is supportive of a standards-based concept of date and time of death; however, we feel 

more guidance and support would be useful to accompany this concept. The USCDIv3 submission 

page does not point to a specific concept for date of death.  

 

 

The applicable standard specified in the draft 

USCDIv3 submission does not identify a 

terminology standard but specifies a data 

format.  

 

We recommend modifications in this field to 

specify adherence to a clinical terminology 

standard such as LOINC and SNOMET-CT 

to represent the concept of Date of Death. 

 

 

NACHC suggests the use of the LOINC code 80616-6 as the appropriate term due to its use in 

federal programs for death reporting and certification.  
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NACHC is sensitive to the fact that in some use cases a date of death may be available but not a 

time, and so suggests that the implementation guidance in this case addresses the situation in which 

date but not time are available by defaulting to a null time or by linking this code to the clinical 

date of death code 81954-0 which specifies a date and not a date/time and could be mapped to an 

80616-6 code with a null time. 
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It should be noted that the FHIR profile referenced in comment for DeathCertification, for 

example, references SNOMED-CT concepts (SCT 419099009) and not LOINC and it is expected 

that the USCore profile would reference the LOINC code for both patient deceased and date of 

death (LOINC 80816-6, 81956-5, 81954-0). 
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Patient Demographics - Tribal Affiliation  

 

 

 

 
 

NACHC believes tribal affiliation is foundational component of patient identity and required for 

patient-centered care. We strongly support the use of the code systems and codes described by 

the Tribal Entity code systems to ensure robust and patient-centered support for patients with 

tribal affiliation in the US healthcare system. 

 
 

  


